Background The aim of the study was to identify 'nonmedical' datasets holding routinely collected information that might be used to measure and monitor the wider determinants of community health and well-being.
Background
Although it has long been accepted that health inequalities need to be addressed in a broad socio-economic and environmental framework, 1,2 the data used to address the issue have remained constrained. Medical indicators, for example, measures of disease mortality, morbidity and health service utilization, 3 are insufficient to monitor population health and health inequalities. Such indicators neither properly address factors that determine health nor do they acknowledge the importance of lay perceptions of health and well-being. 4 Furthermore, the long time-scale between implementation of an intervention to improve community health and the occurrence of anticipated changes in morbidity and mortality raises certain methodological difficulties. Such difficulties have been well documented elsewhere (for example, in the investigation of the utility of community-based interventions in the prevention of coronary artery disease) and reflect the action of 'dilutional biases' (for example, cross-contamination of control and intervention populations), which reduce the magnitude of the (positive) effect of the intervention. 5 The drive for cross-sectoral working in bringing about improvements in the public health, 6,7 for example, through the development and implementation of local Health Improvement Programmes and Health Action Zones, offers the opportunity for health professionals to draw on the expertise and information held by a variety of non-health sector bodies. Such information includes interim process indicators, which are measured at a point closer in time to an intervention (for example, a regeneration initiative) and may be used in the measurement of changes in community health. Such measures might include socioeconomic indicators (for example, unemployment rates), and other known determinants of health (for example, housing quality and access to services). This leads to two questions: exactly what data are available, and what can they tell us?
We now answer the first of these questions by investigating the contents and characteristics of a plethora of datasets held by local authority and other organizations outside the health sector.
Identifying 'non-medical' datasets to monitor community health and well-being
Methods
In April and in September 1999 two stakeholder panels were convened and local professionals from a variety of backgrounds (including environmental health, housing, transport, community safety, public health, primary and secondary care) invited to attend. Attendees were asked to identify sources of relevant data they used in their professional practice relating to 10 broad categories of risk factors (Table 1) identified before the sessions through discussions with selected experts from health authorities, local authorities and other agencies.
After the two panels had been run, we undertook a search of the Office for National Statistics on-line catalogue of government statistics and surveys (STATBASE) 8 to supplement the information gained during the consultation exercises. We aimed to identify all relevant datasets that were both updated on a regular basis and available nation-wide at a sub-national level. One-off or ad hoc reports or surveys and discontinued series were excluded.
For each dataset identified the following factors were noted: (1) title; (2) owner; (3) spatial area covered (smallest area at which data could be routinely disaggregated); (4) temporal frequency of collection; (5) a brief description of the data items held.
Results
Three dataset groupings were identified: (1) data collected, collated and disseminated locally (e.g. information included in the Crime and Disorder Audits); (2) data collected locally and collated centrally (e.g. housing investment programme returns); (3) data generated by surveys conducted, collected and collated centrally and routinely reported at sub-national spatial levels. Tables 2-11 show the datasets identified in each area, and their associated characteristics. Table 12 is termed 'multi- thematic datasets' and describes those datasets holding information relevant to two or more of the factors that might have an impact on health. The majority of the identified datasets were published in hard (paper) copy or were available through the Internet. Fifty-six datasets were identified. The greatest number of datasets included within a single risk factor category were for 'education' and the 'physical environment', where 11 and nine datasets, respectively, were identified in each. However, whereas those relating to education covered a range of issues including, for example, student attainment, school absences, availability of nursery facilities and participation in adult education programmes, the datasets associated with the physical environment were primarily concerned with measures of atmospheric pollution. Although the categories of 'lifestyle' and 'leisure and culture' contained fewer datasets (three and one, respectively) additional information relevant to these areas could be gained from With regard to the utility of the datasets in the monitoring of health and health inequalities, of those identified, 43 (77 per cent) were collected at least annually. However, few (17; 30 per cent) held data that were disaggregated and routinely available at the sub-local authority level.
Discussion
In this paper we have considered the availability of routinely collected datasets for use in measuring and monitoring community health. Fifty-six datasets that hold data relevant to health and that can be routinely disaggregated to the sub-national level were identified. The datasets were identified through a two-stage process involving iterative consultation with local professionals and a search of STATBASE by an author not involved in the consultation process. To our knowledge no standard published list of available non-medical datasets exists and we are therefore unable to comment on the completeness of our inventory. We recognize that by limiting our inventory to datasets containing only routinely collected data we have inevitably excluded other sources of information; for example, one-off local or regional surveys or the results of research projects. However, although such sources may be of value in providing a 'snapshot' picture of the health of local communities, they are unlikely to be available for longer-term routine monitoring purposes.
In constructing the inventory we have not attempted at this stage to describe the quality of each dataset other than to report upon its spatial coverage and temporal frequency of collection. Although more than three-quarters of the datasets were updated at least annually, few (n ϭ 17) held data that could be disaggregated to the sub-local authority or equivalent level. The utility of these datasets in their published format for measuring and monitoring determinants of health within local communities or for small area health impact assessments is thus questionable. Some datasets in groups (1) and (2) may be available at lesser levels via the relevant local authorities, although this may require negotiation regarding access, and this has both time and resource implications.
Other factors also require consideration. The majority of the datasets hold data that have been collected locally but collated centrally before dissemination; for example, data collected by the Audit Commission on local authority performance. During our consultation process with professionals, however, sources of information holding data collected, collated and disseminated locally, for example, data collected to inform the local transport strategy [group (1)], were also identified. Such data may have the advantage of sensitivity to local issues, but are also likely to be locally specific as a consequence of non-standardized definitions and collection procedures. Although these data may be of use in the monitoring of temporal trends within a defined geographical area, care is required if they are to be used to inform inter-area comparisons.
At present, there is only limited evidence available to support causal relationships between specific environmental and societal factors and health. Furthermore, each of the datasets identified contains a large number of different albeit related data items and it is not clear which of these is the most appropriate 'marker' for health. For example, within the context of 'housing', is the number of properties unfit for habitation or the proportion of overcrowded houses the better indicator of poor community health? We are now undertaking further work to define the relationship between a number of proposed measures and health outcomes.
Conclusion
The physical, cultural and socio-economic environments can have a major impact upon the health of the public, ranging from the direct health effects of accidental chemical releases to the effects of nuisance issues on quality of life and well-being. This study has identified a number of datasets that hold information relevant to health. However, no single dataset is likely to provide information on all dimensions of health, and local agencies should consider carefully the strengths and weaknesses of each dataset. Through the development of inter-sectoral working and multi-agency involvement at the local level there is now considerable scope to improve the quality of many of these datasets and to promote their use in the measurement and monitoring of community health.
